Infants born with an intersex condition are unable to make an informed decision to consent regarding their treatment, thus leaving the issue to be dealt with by parents in the best interests of the child. Some advocates believe such a decision should be made by the courts as parents should not have to make a potentially irreversible decision.
In the era of assisted reproductive techniques and surrogacy, every attempt should be made to make them cognizant of the technological advances in assisted reproductive techniques through educative awareness programme. There is an urgent need to look into these issues.
(i)
Appropriate models for the treatment and care of children born with Disorders of Sex Development (DSD), and (ii) An appropriate framework for decision-making and consent in relation to the treatment and care of children born with DSD.
Due to wide variability in presentation, DSDs ( Disorders of Sex Development) are sometimes identified by etiology and sometimes by phenotype. 1 As a result overlap in describing some conditions, such as, 46 ovotesticular DSD and mosaicism as in 45,XO/XY is inevitable. All DSDs have the potential to cause psychosocial distress for patients and their families, as often appearance of genitals is in variance from the normal.  Appropriate counseling is provided to assist decision making.
If raised as male:
 Repair of hypospadias, removal of intra-abdominal testis, biopsy of scrotal testis at puberty.
 When reared as females: removal of testicular tissue & phallic reduction procedure.
 Counseling and support from learning disability specialists.
 Appropriate counseling is provided to assist decision making.
If raised as male:
 Monitor for gonadal malignancies.
Type of surgery relevant to condition
 Nature of surgery depends upon the cognitive development of the child at the time of presentation. All opportunities would be given to keep the best interest of the child. Parents would be explained and appropriate procedure chosen which would vary *from case to case.
 As androgens have been present around the perinatal life of the child, masculinizing genitoplasty or PHALLOPLASTY may be desired by the child and family and the same would be offered.
 Removal of intra-abdominal testes that cannot be brought down.
In case the child is being reared as a female:  Mayer, Rokitansky, Kuster, Hauser Syndrome (also known as MRKH, Mullerian agenesis, vaginal agenesis)-Ovaries present with uterus absent, or small; associated with kidney and spine anomalies in a minority of patients.
 Progestin-induced virilization-History of virilizing hormone exposure is limited to prenatal life.
 Needs full clinical, genetic and endocrine workup as for DSD.
 Raise in concordance with chromosomal sex.
 Patient may elect pressure dilation or secondarily surgical augmentation if she seeks increased vaginal length. Sometime, there is vaginal agenesis. All efforts should be made to provide vaginal replacement and access to uterine cavity for fertility by an appropriate surgical technique.
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 As virilization will not progress, patient should be closely monitored.
Indian mythology has many references to altered sexual states. The name Ardhanarishwara, [6] [7] [8] refers to God, who is half man and half woman, an androgynous deity. In various versions of Ramayana, there is reference to King Ila, 6 who spent half his life as man and half as woman. In Mahabharata, Arjuna, 6 one of the fiercest warriors of his time, spent a year of his life in intersexed condition. There is also reference to King Bangasvana, 6 who was changed into a woman by Lord Indra, whom he had offended. Another reference during Mahabharata is to Shikhandini. 9 He was born female, but raised like a man and trained in warfare. After an encounter with a Yaksha, Shikhandini came back as a man, was called Shikhandi and fathered children.
Transgender communities have existed in most parts of the world with their own local identities, customs and rituals. They are called hijras, jogappas, jogtas, shiv-shaktis and aravanis in India. The hijra community in India, which has a recorded history of more than 4,000 years, was considered to have special powers because of its third-gender status. It was part of a wellestablished `eunuch culture' in many societies. 2). Transgender persons' right to decide their self-identified gender is also upheld and the Centre and State Governments are directed to grant legal recognition of their gender identity such as male, female or as third gender.
Recommendation by the Hon'ble Supreme Court of India
3). We direct the Centre and the State Governments to take steps to treat them as socially and educationally backward classes of citizens and extend all kinds of reservation in cases of admission in educational institutions and for public appointments. Importance of the Report to Handling Transgenders Issues in India.
1). Diagnostic Criteria for Gender Identity Disorder as mentioned in the document should be followed by Hospitals in India.
2). Criteria for assessment and treatment of children, adolescent and adults with gender dysphoria/gender incongruence mentioned in the documents should be met and followed.
3). Criteria for undertaking Gender Affirmation Surgery (GAS) or Sex Reassignment Surgery (SRS) mentioned in the documents should be met and followed Before undertaking a GAS/SRS. 4). Criteria for hormone therapy mentioned in the documents should be followed.
5). Criteria for psychosocial issues in TRANSGENDER health in Children, Adolescents & Adults with Gender Dysphoria/ Gender incongruence mentioned in the document should be followed.
6). Expert Working Groups should be constituted which will provide advice on: a). Current clinical practices & areas needing immediate attention b). Current and future directions in relation to consent and decision-making.
